























A DISSERTATION SUBMITTED IN PARTIAL FULFILLMENT OF THE REQUIREMENTS FOR THE DEGREE OF MASTER OF ARTS IN MONITORING AND EVALUATION OF THE OPEN UNIVERSITY OF TANZANIA 
2017
CERTIFICATION
The undersigned certifies that she has read and hereby recommends for acceptance by the Open University of Tanzania, a dissertation titled: “Correlates of Contraceptive use among Youths: A case of Shinyanga Urban District” in fulfillment of the requirements for the degree of Master in Monitoring and Evaluation of the Open University of Tanzania.

……………………………..







































































I thank the Almighty God for the gift of life and good health for the time I was preparing this dissertation. The accomplishment of this work is the result of His grace and guidance. The humble work in this thesis would never have materialized without the concerted inputs and support of many people and organizations. To each one of them, I extend my sincere appreciations. In specific terms, I would like to first and foremost express my gratitude to my supervisor Dr. Harrieth G. Mtae for her intellectual stimulation, superb professional guidance, critical comments, encouragement and sincere interest in this study from its formulation to completion. Her devotion to this work, cooperation and inspiration made even difficult times more bearable.

My sincere appreciation is also extended to Shinyanga Urban district management for their administrative support especially leaders at Kambarage, Masekelo and Ngokoro wards. Their contribution during data collection is highly acknowledged and appreciated. I wish to express my appreciation of kindness to my beloved husband Mr. Revocatus Kabobe Bin’Omukama for his great support and encouragement in all the time of my studies. He has been more than a husband in my study. May God bless him abundantly. 





Uptake of contraceptives among youths in Tanzania has been reported to be low due to very limited access and costs associated with. Apart from strategies and plans initiated by the government through the Ministry of Health in encouraging youths and the entire community on use of contraceptives for family planning, very little response has been shown in Shinyanga urban district. The aim of this study was to assess factors that correlated with use of contraceptives among youths in Shinyanga urban district. The study employed a cross–sectional survey design. It consisted of a mix of qualitative and quantitative methods i.e. a community survey, four Focus Group Discussions (FGDs) with 141 active youths and 9 in-depth interviews with health centres workers, urban district leaders and leaders from two NGOs. Quantitative data were analyzed using SPSS while qualitative data analyzed manually using a thematic framework approach. A total of 150 respondents participated in the survey. Female respondents constituted the biggest proportion (57.5%) of the survey respondents. A big proportion (62%) of respondents reported using modern contraception and majority of the users (56%) sought contraceptives from drug shop facilities. Condom was the most used method at 71.7%, followed. Qualitative data showed gaps such as limited contraceptive options, inconsistent supply and, absence of counseling from drug shop operators. Majority of youths used contraceptives and uptake of a given method was mainly influenced by age and marital status. Therefore, to improve contraceptive uptake among young people, age and marital status of targeted youths should be put into consideration and dispensing contraceptives should be accompanied by adequate information to facilitate continuity. 
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Family planning allows individuals and couples to plan and attain their desired number of children in addition to the spacing and timing of their births. It is achieved through the use of contraceptive methods. This is mainly achieved through the use of natural family planning or by use of contraceptives. Family planning is not only focused on the planning of when to have children and use of birth control but rather, it includes sex education, prevention and management of sexually transmitted infections, preconception counseling and management, and infertility management. Family planning offers a positive view of reproductive life and enables people to make informed choices about their reproduction and well-being. This allows the couples to arrange for a number of children that they can afford and for non married adolescents to have safe sex by use of contraceptives. 

1.2 Background to the Problem
Family planning is pivotal to ensuring the health and development of youth, reducing unnecessary health risks and improving their opportunities for education and productive livelihoods. Research has shown that the majority of this young adult population engages in voluntary sexual activity, with an estimated 75% of females having had at least one sexual experience by the age of 20 years in Sub Saharani Africa. The practice of family planning methods has increased since the 1960’s - both in developed and developing countries. According to the United Nations (2009), the use of any contraceptive methods among women is at 62.9% worldwide. On the other hand, the rate of induced abortion has also reduced in both developed and developing countries. Though the decline in induced abortion rate reduced from 34% to 29% worldwide, more than half of abortions in developing countries were illegal and unsafe. In addition to induced, illegal and unsafe abortion, unmet need for family planning is another consideration in developing countries, especially in Africa. The combination of high unmet need of family planning with contraceptive unawareness among the Sub Saharan Africa youth will increase the risk considerably due to low emphasis on educating youths about the importance of family planning.

Studies have revealed that youths are neither well-received nor comfortable in mainstream family planning clinics, which are mostly government-owned maternal and child health/ family planning MCH/FP) facilities and thus the need for new approaches with proven strategies to keep contraceptives available in often challenging situations. Further still, more than 80 percent of the Tanzania population lives in rural areas where access to clinical family planning services is inadequate. For these reasons, provision of family planning knowledge remains a fundamental function for the government and other stakeholders in the health sector. 

In this regard, youth need to know that their bodies are capable of reproduction. Girls can get pregnant even before their menstrual periods become regular, and most girls usually begin menstruating between the ages of 9 and 16. Many girls believe they cannot get pregnant until they have had intercourse several times. Many boys believe this, too. Therefore, youth need to know that each and every act of unprotected sex represents the possibility for pregnancy and/or acquiring an STI or HIV.
1.3 Statement of the Problem
Almost 65% of the Tanzanian population is under the age of 24 and almost 20 % of the population is aged 15-24 years. In Tanzania, family planning services continue to face challenges in meeting youth expectations and needs. Studies indicate that regions with low family planning usages in Tanzania include Shinyanga region (15.1%), Mwanza (15.2%), Mara (11.9%), Tabora(24.5%) and Kigoma(25%) according to TDHS, 2010. Despite the efforts made by the ministry of health in Shinyanga and some NGOs like AGPAHI on mentoring youths about family planning issues, many youths have lacked clear and accurate family planning information and counseling as well as access to safe and effective contraceptive methods. 





To assess the factors correlated with contraceptive use among youths in Shinyanga urban district
1.4.2 Specific Objectives
a)	To determine the status of contraceptive use among youths in Shinyanga Urban District
b)	To assess whether demand factors are associated with contraceptive use among youths in Shinyanga urban district
c)	To assess the influence of interaction as demand crystallizing factor in youth contraceptive use in Shinyanga urban district
d)	To evaluate whether supply factors have influence on the use of contraceptives among youth in Shinyanga urban district.

1.5 Research Questions
a)	Are demand factors associated with contraceptive use among youths in Shinyanga urban district?
b)	Does contraceptive supply influence contraceptive use among youths in Shinyanga urban district
c)	What is the influence of interaction as demand crystallizing factor in youth contraceptive use in Shinyanga urban district?
d)	Does supply factors influence of the use of contraceptives among youths in Shinyanga urban district.

1.6 Significance of the Study
The study had agreat importance to the community and the nation at large. It was believed that policy makers and planers would use it in their programs for improvement of people’s welfare.
a)	In the field of academics the study will help to identify gaps that would need to be addressed in future research especially on improvement of child spacing mechanism in the rural community where the study did not cover. It will also add knowledge to the area of family planning and contraception
b)	For Shinyanga urban district, the study will help the policy makers and planners to identify areas where their programs and polices need to focus in the future for development of people’s livelihood.
c)	For family planning programmes, the study addressed the areas where youths were subjected to unwanted pregnancies due to low knowledge of use of contraceptives. Hence family planning programs for the future would cover these weaknesses and propose better means to solve the problem
d)	Helped to assess the effectiveness of family planning method usage deriver among youth in Shinyanga urban district and the findings helped to identify the real situation and came with recommendations that will help policy makers, implementers and other developmental partners for improving health services delivery among youth. 








This chapter provided an overview on different literatures and researches made that explained family planning and its related concepts. The chapter highlighted specifically on theoretical perspectives of family planning and other related theories.

2.2 Definition of Key Concepts and Terms	
2.2.1 Adolescent
According to the United Nations (2011), adolescents are individuals from ages 10 to 19 years of age. This age group poses special challenges for service providers because it is a very diverse population. There are married and unmarried youth, youths who are parents, and you who are not yet physically mature enough to have children. Some youth are sexually active by choice; some youth are sexually active but not by choice; and other are not yet sexually active. Many youth are in school, and many are not in school. Because of this diversity, different groups are likely to have different concerns and needs. Indicate sources of this information (Cleland J, 2006).

2.2.2 Family Planning
This is the practice of controlling the number of children in a family and the intervals between their births, particularly by means of artificial contraception or voluntary sterilization (Popkin, R. 2010).The natural family planning training committee of the World Health Organisation (1986) defines Natural Family Planning as methods for planning and preventing pregnancies by observation of the naturally occurring signs and symptoms of the fertile and infertile phases of the menstrual cycle. It is implicit in the definition of natural family planning when used to avoid conception, that (a) drugs, devices and surgical procedures are not used; (b) there is abstinence from sexual intercourse during the fertile phase of the menstrual cycle, and (c) the act of sexual intercourse, when occurring, is complete. The W.H.O. definition implies that the woman is able to define the days of the cycle when she is potentially fertile (fertility awareness), and that the couple agrees to adjust their sexual behavior according to their family planning intention.

2.2.3 Youth
According to The National Youth Development Policy (20 07), youths in Tanzania are defined as young men and women from the age group of 15 to 35years. The UN broadly defines youth as those persons between the ages of 15 and 24 years. The UN proposes two categories of youth: “young people between ages 13-19 who are classified as teenagers, whilst those in the 20-24 age groups are characterized as young adults. The analysis in this study will base on these two groups of youths. The majority of these young people are unemployed, not having the necessary skills to penetrate to the competitive labour market. For the sake of this study, the definition by the National Youth Development Policy (2007) was adopted and used because it defines the term “youths” in the context of Tanzania where the study took place.

2.3 Theoretical and Conceptual Framework of the Determinants of Family Planning
When the modern family planning movement began in the early 20th century, its primary purpose was to liberate women from social and health consequences of unwanted pregnancies. When organized family planning programmes reached developing countries in the early 1950s, these programmes were viewed as the means to alleviate the pressure of rapid population growth on economic development. In this study, two theories will be employed (Adewole, 2002).

2.3.1Social Cognitive Theory
Social cognitive theory is rooted in the perspective that people are self-organizing, proactive and self-regulating. Furthermore, human behavior is the product of an active interplay of personal, behavioral, and environmental influences (Pajares, 2004). Social cognitive theory is concerned with how humans operate cognitively on their experiences and how these cognitive operations then come to influence their behavior. Individuals are believed to abstract and integrate information that is encountered in a variety of experiences. Through this abstraction and integration, they mentally represent their environments and themselves in terms of certain crucial classes of cognitions, including, but not limited to, attitudes and values. These cognitions are believed to affect the behaviors of individuals (Bandura, 1986). This study will investigate areas that may hinder society members in providing all relevant family planning information. With this information it is hoped that future training could be developed to address these barriers. For this current study, social cognitive theory will be utilized in developing a measure of obstacles society members confront in providing family planning information. 

2.3.2 Collective Action Theory
Typically, a family planning program seeks to alter individuals' fertility behavior. The very necessity for the existence of a family planning program presumes that individuals' fertility expectations and behavior are not yet consistent with the objectives of the program. Therefore, some individuals may choose not to cooperate. In this study, a theoretical framework for the evaluation of family planning programs by synthesizing the literature on the theory of collective action will be established. Because of the characteristics of collective action — indivisibility and externality — noncooperation (free riding) is bound to occur. Faced with the problem of free riding, a good family planning program should ideally apply selective incentives, localize the costs and benefits, and invest in social capital. The relations among these three factors, cooperation, and fertility are also spelled out.

In the last few decades, the purpose of family planning has broadened to encompass both these objectives and the objective of improving women’s health and welfare. Previous research (Castro & Juarez, 1994) has examined how women’s roles and status influence their use of contraception and their fertility. However, although young women are seen as beneficiaries of family planning, too little attention has been paid to assessing their behaviour in relation to family planning. 

The theoretical framework presented in this chapter will base on research and literature concerned with youths and family planning. The framework is an integration of the intermediate determinants’ framework proposed by Davis and Blake (1956) and the fertility decision-making model presented by Bulatao and Lee (1983). The Davis-Blake model starts from the premise that reproduction involves three necessary steps: intercourse, conception and completion of gestation. The fertility decision-making theory is based on the notion that as society modernizes, changes occur including rational decision making and changes on the structure of the family.

The integration of the two approaches leads from the assumption that decisions have a direct input in altering the intermediate variables. While it might not be possible to include all the variables and pathways in any one model, it provides a useful starting point and guide in selecting the variables which have a direct influence on contraceptive use. In the framework, the proportion of current contraceptive users in a population is a product of new users (adoption), continuing users (continuation) and those who have resumed use (resumption). These can be used to distinguish pre-adoption and post adoption stages of contraceptive use. 

These stages are themselves influenced by socio-economic, cultural and macro factors. The second stage of the decision-making process involves motivation. Within a population, motivation is influenced by socio-economic, cultural and family life cycle patterns. The concept of motivation has been used widely in the economic models of fertility in which motivation is thus defined as the balance between supply and demand (Davis & Blake, 1956).

Several theoretical models on health behaviour such as the Health Belief Model and the Health Promotion Model, have been developed (Becker, 1974). These models have been applied and tested with regard to the use of contraception. Several studies (Boohene et al., 1991; Bongaarts &Johansson, 2000) have shown a significant relationship between attitude and contraceptive intention and behaviour. Considering the value of the attitude/belief behaviour relationship and its relevance to preventive strategies like sexual and reproductive health services, it is considered of importance to explore some beliefs of young women in Namibia regarding contraception by adapting some ideas from the Health Belief Model and Easterlin’s supply and demand theory (Easterlin, 1975) of fertility regulation.

According to the Health Belief Model, individual perceptions such as perceived seriousness of pregnancy, perceived benefits and perceived barriers are more likely to affect the preventive actions such as using contraception which can prevent a specified condition such as unplanned pregnancy. In addition, perceived barriers such as difficult access to sexual and reproductive health services (SRH) and providers’ negative attitudes can prevent use of services. In contrast, the perceived benefit of communicating with parents may result in more effective use of contraception. This model promotes an ability to weigh benefits and make changes when confronting a health risk. 

Socio-economic factors, however, have been shown to be of greater importance than demographic factors in influencing the use of health services (Obermeyer & Potter, 1991). Although demographic factors may shape a woman’s desire to make use of services (for example, younger women may have more modern attitudes towards health care), the socio-economic status of an individual and her household determines her economic ability to do so. 

The framework presented below is based on structural models of fertility in which contraceptive as a family planning method use is an endogenous determinant of fertility. These models take into account demand and supply side factors that affect contraceptive use and ultimately fertility. The simple form of these models suggests that exogenous individual background factors affect a woman’s fertility preferences. These factors include the woman’s age, education, parity, spousal interaction, familial support, as well as family planning programme variables. Together with the direct effects of household and programme variables, parental support affects family planning practices. The outcomes that are modelled here are contraceptive use and contraceptive method choice in family planning. The focus of this study is on the behavioural effect of youths on methods of family planning. 

Figure 1.1: Conceptual Framework for Determinants of Family Planning Methods among Youths
Source: Researcher, 2017

The schematic presentation in figure 1 examines the relative roles of individual and social support factors as determinants of use and choice of family planning methods. Determinants are divided into three general classes: 
a)	Demand-generating factors such as education, age and other personal characteristics. In this case they are independent variables which act as determinants of choice of using contraceptives among youths and they are labeled as A. 
b)	Demand and supply components are referred to as intervening factors in this case. Time, cost and location may influence the use of contraceptives among youths. However, these are not always considered in case of desiring to limit births and space future births. I this case they are labeled as B.
c)	Demand crystallizing components which are composed of factors that facilitate the implementation of the outcome such as spousal support, social (peer) support and parental support. These are referred to as independent variables and depend on demand generating factors as independent variables labeled as C.

2.4 Background Information on Youth Sexuality and Contraception
2.4.1 Sexual Behaviors of Youths in Sub Saharan Africa
The sexual health of youth is a matter of great concern among government and nongovernmental organisations. The adverse consequences of unsafe sexual behavior such as early pregnancy, early marriages, unsafe abortion and sexually transmitted infections (STIs) including HIV infection affect youths, as well as adults. Risk taking behaviors are common when youth start being sexually intimate and are often linked with other health risk behaviors. Having sex for the first time at an early age is often associated with unsafe sex, in part through lack of knowledge, lack of access to contraception, lack of skills and self-efficacy to negotiate contraception, having sex while drunk or stoned, or inadequate self-efficacy to resist pressure.

Studies from Africa show that young people are becoming increasingly active sexually at early ages. For example, in Tanzania, young people typically become sexually active, marry, and bear children early in life. By 15 years of age, 11 percent of Ugandan youth have initiated sex and by 18 years 64 percent of young people have had their first sexual encounter [UN, 2012]. In Kenya, 62 percent of never married male students age 11 to 17 years and 30 percent of females had already had sexual intercourse. The median age at first intercourse was 14 for males and 17 for females (Tenkorang, 2008). Whereas in South Africa, a national survey of contraceptive use and pregnancy among women age 15-25 years old showed that 67.9 percent reported ever having had sex. . At age 24 years over two third of young South African women are sexually active and 50 percent have been pregnant, yet only half have ever used contraceptives. The high level of sexual activity and unprotected sex are placing these young women at risk of HIV infection and pregnancy (MacPhail, 2007).

A multinational study conducted in four Sub-Saharan African nations shows contrary to what might be generally thought, in these four Sub-Saharan African countries are not all sexually naive. Almost one-third of 12–14 year old girls and boys in Tanzania have either experienced some form of intimate sexual activity such as sexual intercourse, kissing, fondling or they have had a boyfriend or girlfriend. This proportion is much lower in Burkina Faso and Ghana, but even in these two countries about 1 in 10 very young youth have had some sort of intimate sexual activity, ranging between 7–12% (Bankole A, et al. 2007). These data depict poor family planning knowledge among youths in Sub Saharani Africa and Tanzania in particular. 

2.4.2 Youth Early Pregnancy in Tanzania
Unwanted pregnancy is one of the problems facing young girls. In Sub Saharan Africa it is estimated that 10% of girls become pregnant at the age of sixteen (WHO, 2008).Teenage girls who get pregnant are likely to drop out from school and are unlikely to have the social and economic means to raise their children. In Tanzania youth pregnancy has been identified as one of the reasons for girls dropping out from school (MoET BEST, 2009). It has been reported that many young people become sexually active at an early age, when most of them have no knowledge on reproductive health. (Reina et al., 2010). 

A study on youth in the rural area of Tanzania reported that school children lack credible knowledge about safe sex (Mushiet al.,2007). Unintended pregnancy is also associated with increased risk of morbidity for women, and with health behaviors such as delay in prenatal care which may affect the health of the infant. Educational programs on reproductive health have been conducted in Tanzania, however knowledge and practice of secondary school girls regarding safe days and contraceptive use is not well documented.

2.4.3 Youth and Sexuality in Tanzania
The recent Tanzania Demographic and Health Survey identified that 20 % of youth   aged 15 to 19 years were sexually active. In addition, girls (14 %) were three times more likely than boys (5 %) of being sexually active before the age of 15 years (TDHS, 2010). Furthermore, teenage girls in Tanzania have a HIV prevalence rate of 4 %, compared to boys (3%) of the same age group. HIV/AIDS in Tanzania is primarily transmitted through unprotected sexual intercourse and youths accounts for over 60 % of the new HIV infection (TDHS, 2010; UNAIDS, 2011 ). Apart from the risk of HIV/AIDS infection, girl’s experiences several social consequences of unwanted pregnancies, such as early marriages and child bearing, expulsion from schools, domestic violence or abandonment from parents and peers alike (Palukuet al., 2009 ; Rondini& Krugu,2009). A national survey conducted in Tanzania, observed that almost a quarter of young women age 15-19 are already married, and are pregnant or already have children (TDHS, 2010).

Since most youth in Tanzania are sexually active and experience consequences of unprotected sexual intercourse, particularly girls, the objective of this study will be to determine the knowledge, attitude and practices of secondary school students on family planning services. The findings will be useful in providing information to youth so that they develop attitudes, values and skills needed to achieve behavioural changes necessary to protect themselves and their peers from consequences related to unwanted pregnancy and sexually transmitted infections, including HIV/AIDS.

2.4.4 Contraception Among youths in Tanzania
Contraception has been identified as an effective means of combating the problems of unwanted pregnancy and unsafe abortion [Adewole R.F. et al. 2002]. It is an effective means of family planning and fertility control and therefore very important in promoting maternal and child health. The barrier methods are also useful in prevention and control of sexually transmitted infections (STIs) including HIV/AIDS. In the developing world like Tanzania, unwanted pregnancy, unsafe induce abortion, high fertility rates, high maternal mortality rates, sexually transmitted infections and HIV/AIDS are very serious reproductive health problems that require urgent attention.
Literature suggests that sexually active unmarried youth are not seeking to become pregnant, and if they have already had a child, wish to delay a second pregnancy [Cleland J. et al. 2006]. Awareness of contraceptives is almost universal and many people in reproductive age are able to identify at least one contraceptive method. But only eight percent of married women aged 15-19 and sixteen percent of those aged 20-24 use modern contraceptive methods. Five percent of married youth aged 15-24 rely on traditional methods. Furthermore, 63 percent of sexually active unmarried women 15-19 years and 43 percent of sexually active unmarried women 20-24 years are not using any contraceptive method at all [MoHSW, 2010]. 

2.4.5 Contraceptive Preferences among Youths 
The male condom is the most commonly used modern contraceptive among young people in many countries. A four-country study conducted in sub-Saharan Africa found that at least half of sexually active males aged 15–19 who reported having sex with more than one partner in the past three months said they had used a condom. According to Bankole’s study, condom use was highest among male youth in Ghana (68 percent) and lowest in Malawi (50 percent). 

On the contrary, data from Demographic and Health Surveys show that oral contraceptives or injectables are the most popular hormonal method among 15 to 24 year-olds in the developing world, with rates of use exceeding 20 percent in some countries. Far fewer young women use implants, with rates of use below 1 percent nearly everywhere. Data from the same surveys shows that despite the high awareness of hormonal methods among youth, there is much lower rates of use among youth ages 15 to 19 years than among young adults ages 20 to 24. 
2.4.6 Contraceptive Practices among Youths 
Contraceptive practice among young people appears to involve much experimentation and inconsistent use. Contraceptive continuation over sustained periods of time is not assured, and discontinuation occurs for a number of reasons. Discontinuation is a particularly important issue for young women because they tend to have more limited access than older individuals to family planning, as well as more unpredictable and irregular sexual activity, and are probably less knowledgeable about how to use contraceptive methods effectively [Blanc A, 1998]. 

According to a study of six developing countries women younger than 25 were more likely than others to stop using their contraceptive method after 24 months [Ali & Cleland J. 2004]. Similarly, Demographic and Health Surveys from 22 developing countries showed that women ages 15 to 19 are more likely than older women to stop using contraception within a year of starting [Cfr. Ibid]. When the results in the Benin study were analyzed according to the contraceptive method used, age remained significantly associated with the risk of discontinuing oral contraceptives, especially during the first three months of use.

2.5 Family planning in Tanzania
It is noted that family planning is critical for preventing unintended pregnancies and unsafe abortions ultimately contributing to reducing maternal and child mortality. Family planning also helps to reduce poverty and empowers women and men to choose freely and responsibly the number and spacing of children. Globally, the demand for family planning is expanding and unmet needs continue to increase, especially in Africa. Although contraception offers a variety of benefits for the mother, her family and the community at large (Singh.Darroch, Vlassoff, and Nadeau, 2003), unmet need for family planning averages 19.4 percent in Sub Saharan Africa. Tanzania is no exception, as evidenced by high unmet needs for family planning which is estimated to be 22 percent among married women aged 15-49 years and 23.5 percent among young women aged 20-24 (TDHS, 2010). In absolute numbers, this equates to one in five married women having an unmet need for family planning and married women with an unmet need for contraception are 1.1 million more than are currently using a modern method of contraception (880,000) (TDHS, 2010). 

2.5.1 Fertility and Contraceptive use in Tanzania
The total fertility rate in Tanzania is 5.4 births per woman, the total fertility rate among rural women on the mainland is 6.1 higher than among urban women which is 3.7 (TDHS 2010). The Tanzania demographic health survey (TDHS 2010) indicates that there has been a decrease in total fertility rate from 6.3 in 1992 to 5.4 in2010 due in part to an increase in use of contraceptives over the past two decades. About 29% of women (married and unmarried) in Tanzania are currently using some method of contraception; 24% use modern methods which include injectables (9%), pills (5%), and condoms (4%). A higher percentage of urban women 46% use contraceptives than rural women 31%. Use of any method oc contraception among married women increased from 10% in 1992 to 34% in 2010.

2.6 Empirical Literature Review




This implies uniformity and consistency of men and women in application of contraceptives for family planning. In some cultures, women may be unwilling to receive care from male providers, or husbands may object to having their wives see male providers, so a shortage of female providers may limit women's access to services. According to Velasco and colleagues, women in Bolivia, who were often too shy to discuss contraceptive use with their husbands, expressed even greater fear about talking to a male provider. Further still, education also influences contraceptive uptake. A study in Kenya by Lasee and Becker (1997) revealed that if the husband lacked schooling but the wife had some higher education, they were 4.3 times likely to use contraceptive compared to uneducated couples. 

According to the researcher, one interpretation of this result was that in case the wife was better educated than her husband, she might have considerably more household decisions-making [Lasee, A &Beakur 1997]. On the contrary, a study in Mexico by Nazar-Beutelspacher indicated that non-use of contraception was higher among the illiterate women than among those who had completed secondary schooling (49% against 31% (Nazar, B. et al. 1999).
2.6.1.2 Age
This implies differences in age of youths and their access to contraceptives. According to Jejeebhoy and colleagues, inadequate knowledge about contraception and how to obtain health services is associated with age of individuals. Understanding about the use of contraceptives is greatly influenced by knowledge of people which increases with age and knowledge. Inadequate knowledge about contraception brings fears, rumors, and myths about family planning methods and can prevent young people from seeking contraception. Surveys made in Tanzania indicate that, some participants give reasons why they would fail to use contraceptives even if they did not intend to get pregnant. 

Many participants, both male and female distrusted male condoms, the contraceptive used most frequently by young people. They believe that it was potentially be dangerous to use condoms because it could get stuck in the vagina where it would get rotten and cause damage. Likewise there were rumours that the pill could cause deformed babies, inability to get pregnant in the future as well as cancer of the cervix and the breasts [Eva-Britta Råssjö& Robert Kiwanuka, 2010]. Rumors and myths about family planning may raise potential clients' concerns about the side effects, safety, and effectiveness of different methods.

2.6.1.3 Education
WHO studies have shown that women in many underdeveloped countries do not have enough knowledge about contraception. Hence, women in Tanzania know almost nothing about contraception and in Nigeria only 34% women have ever heard about contraception, while 




As part of the transition from childhood to adulthood, all youths experience sexual feelings. Some act upon these feelings by having sexual intercourse and some don’t and some deny their sexual feelings by focusing intensely on non sexual pursuits. (Remez, 2000).. Sexual behaviour among adolescents is not new – what is new is the delay in marriage that is determined by the factor of time and decision of individuals. It is time that determines when and how to use contraceptives either for family planning of for safe sexual intercourse.

2.6.2.2 Cost
The effect of economic constraints, such as cash price and access to services on contraceptive method use, the choice of contraceptive method and provider choice, has been reported to influence many users of contraceptives for family planning. Taking into account the socioeconomic factors that influence decision-making for individual family members, many members have been having a little access to contraceptives due lack of cash price. Even to areas where sometime contraceptives like condoms are provided freely in health centres, there have associated with costs of travel to reach these areas. 

Contraceptives in many cases are not provided freely especially to youths in streets. For example, in South Africa, contraceptives are provided free of charge, 30% to 50% of women present with unwanted and unplanned pregnancies and then seek termination of pregnancy (Department of Health, South Africa, 2011). In a 2009 report on Nigerian women, 31.5% believed that having sex once with a man would not result in pregnancy, although 90.0% knew about the benefits of family planning. Consideration of personal health and husband’s approval were major determinants regarding the respondents’ use of contraceptives. The authors concluded that there was a need for continuous education about contraception.

2.6.2.3 Location
This implies area of residents of people whether include they are close to health centres of drug shops where they can easily get access to contraceptives for their family planning. If people are located near these service areas they are likely to use contraceptives either for family planning or for protected sex. Considering the place of residence, urban women are more likely to use modern methods of contraception than rural women. The contributors to this positive association may be better socioeconomic status of women in cities, easy access to family planning services, cultural disparity compared to rural areas, and high level of female literacy in urban areas (Mahmood, 1996). 
2.6.3 Demand Crystallizing Factors
2.6.3.1 Peer Interaction
Sexual and reproductive health programming for youth is critical to improve health, social, and economic outcomes of future generations. Supporting youth access to and use of contraception through effective policies and programs can accelerate progress toward achieving nations’ family planning goals as well as the Sustainable Development Goals and Family Planning 2020 global goals. In order for youths to benefit from peer interactions, there should be peer education which will promote information sharing among youth social networks. Use peer educators for awareness building and referrals to services.

2.6.3.2 Spouse Interactions
In many parts of the world, women do not have the decision making power, physical mobility, or access to material resources to seek family planning services. Women's use of contraceptives is often strongly influenced by spousal or familial support of, or opposition to family planning. Research in northern Ghana found that women who chose to practice contraception risked social ostracism or familial conflict [Philip B, Adongo, (1997)]. In some areas, women need their husband's permission to visit a health facility or to travel unaccompanied, which may result in either clandestine or limited use of contraceptives. 

Furthermore, family planning methods sometimes challenge bio-cultural beliefs. For example, women in some societies believe it is healthy to menstruate monthly, and therefore refuse to use injectable contraceptives that often result in irregular bleeding, spotting, or amenorrhea (no monthly bleeding). A Tanzanian woman lamented providers' discussions of the advantages of Depo-Provera: "They talk of it as the best family planning method despite the fact that we miss our monthly periods when we use it. A woman is not perfect if she doesn't get her monthly periods" [Flora Makundi, 200]. Providers sometimes ignore such concerns because they do not consider them clinically significant. Understanding clients' beliefs can help providers align their services with these ideas or, when necessary, address local misconceptions. Providers can also bridge such gaps by expressing respect for the clients' beliefs and drawing connections between these beliefs and medical models of health.

2.6.3.3 Parental interactions
Some communication frameworks have identified multiple factors to consider in strengthening communication between parents and their children including who communicates, the content of communication and the style of communication. Other frameworks may include communication frequency, communication timing and communication context.  Notable among the studies included in the meta-analysis by Widman,. et al,. is that most 36 studies reported a single indicator of parent-adolescent sexual communication, and only 15 studies reported 6 or more communication items. Such assessments neglect the complex and multifaceted dynamics of parent-adolescent communication and limit the magnitude of associations between communication and behavior accordingly. 

While messages about “general sex topics” can be part of the ongoing discussion between parents and adolescents, specificity in the discussion, particularly about use of contraceptives and condoms, are likely more predictive in shaping these behaviors. A large amount of literature in social psychology shows time and again that general attitudes do not predict specific behaviors but that behavior-specific attitudes do. Parents discussing general attitudes should not necessarily be predictive of specific adolescent behaviors. In addition, contraceptive behavior itself is a complex construct consisting of method choice, consistency of method use, accuracy of method use, and switching between methods.

2.6.4Demand factors
2.6.4.1 Desire to Limit
The desire to limit childbearing is also significantly related with the age of the woman. Older women are more likely than younger women to desire limiting childbearing. Women belonging to age groups 15-19, 20-24, 25-29, 30-34, 35-39 and 40-44 are 0.17, 0.15, 0.17, 0.25, 0.30 and 0.57 times less likely to desire limiting childbearing than women in age group45-49. (Trussell J., et al. 2011) Measuring fertility intentions, and determining the extent to which they predict fertility behavior, is important for population policy and the implementation of family planning programs. 

Substantial evidence from more developed countries and growing evidence from less developed countries shows that preferences are associated with childbearing behavior, even after accounting for other socio-demographic characteristics. However, there is little evidence on how fertility desires predict fertility in sub-Saharan African settings, where rapid and radical socio-economic changes, coupled with;
2.6.4.2 Desire to Space
Recommendations for birth spacing made by international organizations are based on information that was available several years ago. While publications by the World Health Organization (WHO) and other international organizations recommend waiting at least 2–3 years between pregnancies to reduce infant and child mortality, and also to benefit maternal health, recent studies supported by the United States Agency for International Development (USAID) have suggested that longer birth spacing, 3–5 years, might be more advantageous. Country and regional programmes have requested that WHO clarify the significance of the USAID-supported studies.

2.6.4.3 Unmet Need
Gauging the potential demand for contraceptive services is an important component of family planning program management. By using measures of women’s childbearing intentions, program administrators can estimate unmet need and hence demand for contraception; by looking at women’s intention to use contraceptives, they may be able to forecast contraceptive demand more directly. Both types of information are available from large-scale surveys on fertility and family planning, such as the Demographic and Health Survey series. In this study, we examine the usefulness of women’s stated childbearing and contraceptive intentions.

Privacy and Confidentiality: Clients feel more comfortable if providers respect their privacy during counseling sessions, examinations, and procedures. Particularly those who obtain services in secret report higher satisfaction with providers who keep their needs and personal information confidential [Andrea (1996)]. Lack of privacy can violate women's sense of modesty and make it more difficult for them to participate actively in selecting a contraceptive method. In a few places, obtaining and using contraceptives can be a difficult and risky decision that can lead to abandonment, violence, ostracism, or divorce. In such situations, women need assurance of absolute confidentiality. 

Method Choice and Availability: Clients want a variety of services. Providing a wide range of contraceptive methods can help clients find those that match their health circumstances, lifestyle, and preferences. In an assessment of nine countries, the percentage of women who said that they would rather be using a different method ranged from 11 percent (Mauritius) to 48 percent (Costa Rica). Respondents cited several reasons, including the cost of their preferred methods, difficulty obtaining their current methods, medical ineligibility for other methods, and family disapproval of certain methods. Supply shortages can lead to dissatisfaction; as a result, some clients may discontinue using family planning altogether.
 
The Design of Services: Research identifies several features in the design of services that may actively discourage youth's using the services. Design obstacles include, but are not limited to, cost, crowded waiting rooms, counseling spaces that do not afford privacy, appointment times that do not accommodate young people's work and school schedules, little or no accommodation for walk-in patients, and limited contraceptive supplies and options. Hearing about these obstacles may prevent young people from making a first visit. Encountering these obstacles may discourage them from returning. 

Convenient Schedules and Waiting Times: Long waiting times and inconvenient clinic hours can prevent clients from obtaining the services they need. In both Malawi and Senegal, clients identified long waiting times as a concern. One client said, "The wait is a big problem. I'll sometimes skip my appointment if I think about the hours I'll have to spend at the center”. Some clinics do not post their hours of service, or do not serve clients during certain hours when they are supposed to be open. A study in Kenya found that although clinics were officially open from 8 a.m. to 5 p.m., providers discouraged clients from coming in the afternoons and often did not provide services to women who were only able to attend in the afternoon.

Information and Counseling: Clients want to receive information that is relevant to their needs, desires, and lifestyles. Because clients differ in their reproductive intentions, attitudes about family planning, ability to make decisions, and other factors that affect contraceptive choice, they need information that is tailored to their individual needs. Clients who are well-informed and have made their choice about a contraceptive method may not want detailed information on a range of other methods. Others may want information about procedures, treatment, risks, and side effects. 

Affordability of Services: Clients are generally more likely to use low-cost services. In Kenya, clients said that low costs and proximity of services were the two most important factors that attracted them to services [John . 2002].A study in Bangladesh indicated that families spent money on health care only in a crisis situation. Contraceptive side effects and related problems are rarely seen as emergencies; so many women in the study stopped using contraception or switched methods because they could not justify the expense of dealing with side effects. On the other hand, clients may be willing to accept higher costs if they believe that services are of high quality. 

Providers‟ Attitude and Actions: Provider attitudes, opinions, and biases about contraceptives represent what providers truly believe, including their support or opposition to provision, and opinions potentially affecting distribution practices. Research shows that some family planning providers still restrict access to contraceptives based on age or marital status [Speizer IS. 2000]. In many societies and cultures, adults have difficulty accepting youth's sexual development as a natural and positive part of growth and maturation. Young people are not encouraged to seek care if they encounter providers whose attitudes convey that youth should not be seeking sexual health services. Young people may be embarrassed and refuse to return for services if staff asks personal questions loudly enough to be overheard by others. 

2.7 Policy Review on Family Planning in Tanzania
In the beginning of 1950 Tanzania had a population the same size as Sweden, about 7 million people (Stenson, 2014) and in 2012 the population was almost 48 million (SIDA 2014). The population growth is 2,9% per year (2011). The total fertility rate (births per woman) in Tanzania was 5.2 in 2013 (World Bank 2015). In rural areas it was 6.1 births per woman compared to 3.7 in urban areas, and there were 7.0 births among women with no education compared to 3.0 for those with secondary school or above (World Bank 2011). Even though the birth rate has declined, the country’s development has not led to the same fall in fertility rate as happened in East Asia and Latin America when those regions were at similar level of development.
Tanzania adopted a legislation that supported family planning (FP) in 1976 (UN 2013). Family Planning includes limiting of pregnancies, spacing between pregnancies and the age of the mother (Muganyizi 2013). Tanzania’s national FP procedure manual sets the goals that pregnancy before the age of 18 and after the age of 35 should be avoided and that the interval between pregnancies should be at least three years. It also states that five or more children increase the risk of maternal and childhood mortality (URT 2011). The government’s policy on providing access to contraceptive methods has since 1976 been classed as “direct support” according to the UN, which is the same policy as the Swedish government has.  

In 2010, the latest survey, 29% of all women aged 15-49 was using a contraceptive method. The most commonly used modern method was contraceptive injection followed by pills. Urban women are more likely to use contraceptives (34%) than rural women (25%). Use of contraceptives also increases with the woman’s education, from 22% among married women with no education to 52% among married women who started secondary school. Contraceptive prevalence increases with the number of children and is 41% for women with 3-4 children (NBS 2010). 

The prevalence of contraceptives increased with an average of 1.5 percentage points per year from 1992, but in 2000 the increase dropped to 0.2 percentage points. The resources and visibility for FP has been reduced due to other competing health priorities such as HIV/AIDS (URT 2015). According to the official statistic 95.5% of the children aged 7-13 goes to school. More than half of the students do not pass the final exams in the primary school. Of those who pass 44% continue to secondary school. About 5% goes to university and 35% are women (1.75% of the female population). Pregnancies lead to expulsion from school. More than half of the women aged 20 are mothers. Most girls aged 14-19 are not aware of their right to seek FP services. According to the law the age for marriage is 15 for girls and 18 for boys. There is no law against domestic violence or rape in marriage (Utrikes departementet 2010).

2.8 Summary










This section focused on the methods that were used in this research, aiming at fulfilling the research objectives. It included, the study area, selection of the study, population, research design, sampling design, sampling frame, sample size, and sampling procedure, methods of data collection, data processing, analysis and presentation, validity and reliability and it winded up with ethical considerations. 

3.2 The Study Area
3.2.1 Selection and Justification of the Study Area
The study was conducted in Shinyanga urban district. The reason for this selection was that Shinyanga had been reported to be the leading region that had high rates of early marriages with prevalence of 59% followed by Tabora (58%), Mara (55%), and Dodoma (51%) – UNICEF 2012. Underlying causes of child marriages in Shinyanga Region included the prevalence of harmful norms that made the community to view girls as source of income. In Sukuma communities, child marriage was preferred as it was believed that when a girl conceived while at home, she would remove the honor of the family and reduce bridal wealth.

3.2.2 Description of the Study Area
3.2.2.1 Location
Shinyanga urban district is located in Shinyanga Region (​https:​/​​/​en.wikipedia.org​/​wiki​/​Shinyanga_Region" \o "Shinyanga Region​), in northern Tanzania (​https:​/​​/​en.wikipedia.org​/​wiki​/​Tanzania" \o "Tanzania​). The city is located approximately 175 kilometres (109 mi), by road, southeast of Mwanza (​https:​/​​/​en.wikipedia.org​/​wiki​/​Mwanza" \o "Mwanza​), the nearest large city. This location lies approximately 475 kilometres (295 mi), by road, northwest of Dodoma (​https:​/​​/​en.wikipedia.org​/​wiki​/​Dodoma" \o "Dodoma​), the capital city of Tanzania. The coordinates of the city are: 3°39′43″S 33°25′23″E / 3.661945°S 33.423056°E / -3.661945; 33.423056. 

3.2.2.2 Population
The 2002 national census estimated the population of Shinyanga at about 93,000. In August 2010, the population of the city was estimated at about 107,360 (Shinyanga Regional Profile 2015). The Shinyanga Urban District is administratively divided into 13 wards; Chamaguha, Chibe, Ibadakuli, Ibinzamata, Kambarage, Kitangangili, Kizumbi, Nkolandoto, Mwamalili, Mwawaza, Masekelo, Ngokolo and Shinyanga Mjini. However, the study took plave in three wards of Ngokoro, Masekelo and Kambarage.

3.2.2.3 Social activities
Shinyanga is traditionally an agricultural and livestock development region. Despite of the recent mushrooming of activities within the mining industry, agriculture has continued to dominate the livelihood and economic performance of Shinyanga region. The sector contributes about 75 percent to the district economy and employs more than 90 percent of the working population. Farming is predominantly subsistence. Main cash crops are cotton and tobacco, while the main food crops include maize, sorghum, paddy, sweet potatoes, millet and cassava. Besides farming, livestock keeping, cattle, goats and sheep rearing are major activities in Shinyanga. This means in terms of productive sectors, agriculture is the leading sector in the region.
3.2.2.4 Economic Activities
Shinyanga region is a hub for commerce, transport, regional cooperation and economic development in the Lake Zone. The region is situated on Lake Victoria, one of the biggest fresh-water lakes in the world, at the crossroads of trade between Tanzania and neighboring countries of Uganda, Kenya Rwanda, and Burundi. Shinyanga has every reason to be a prosperous commercial center and due to rapid growth in economy especially in industrial development and tourist attractions, massive migration of people from all over the country searching for employment opportunities and better life options in Shinyanga. The region contributes 9% of National GDP after Dar es Salaam region.

Figure 3.1: Shinyanga Urban district Map indicating the area for Study




Research design is the overall plan of the research. It is referred to as a blue print for the collection, measurement and analysis of data (Kothari, 2003). This study employed a cross–sectional survey design as informations were collected at one point in time. 

3.4 Sampling Methods
Sampling is the process of selecting a representative group from the population under study. A sampling method is a procedure for selecting sample members from a population. Three common sampling methods used are: simple random sampling , stratified sampling , and cluster sampling .The target population was the total group of individuals from which the sample was drawn. A sample is the groupof people who take part in the study.

3.4.1 Sample Frame
Sampling frame is a complete list of all the cases in population which is drawn (Saunders et al., 2007). In this study, the sampling frame included all people who formed a population from which the sample for study was taken. The names of officials from NGOs and government in Shinyanga municipality were obtained before data collection. Other married and young people were visited and identified together with community leaders where many youth resided.     

3.4.2 Sample Size
Bailey, (1994) reports that for studies in which statistical analysis is to be done, a sample of 1/3 is required regardless of population size. A totalpopulation for youths in Shinyanga district was 299,847(Population & Housing Census 2012). For this reason, a sample size of 150 respondents was used for data collection.  A sample size was obtained by selecting 47 respondents from three wards of Shinyanga municipality for representation. 













Probability sampling is based on the concept of random selection (Kothari, 2005).  Sekaran (2003, cited in Maro, 2011) defined probability sampling as way of selecting subjects in which every element in population has an equal chance of being selected. Therefore, for this study, simple random sampling procedure was employed whereby youths were obtained for data collection. Youths were selected randomly from 4 wards of Shinyanga municipality and interviewed on usage of family planning methods.

3.4.4 Non Probability Sampling
According to Crossman (2011) non-probability sampling is a sampling technique where the samples are gathered in a process that does not give all the individuals in the population equal chances of being selected. Therefore for this study purposive sampling was employed to select officials from the government and other non-governmental organisations that dealt with family planning initiatives and an in-depth knowledge of the issues gathered.
3.5 Methods of Data Collection
3.5.1 Structured Questionnaire
Structured questionnaire consisting of five sections was used. The first section aimed at gathering demographic information about respondents, including sex, age and education. Section two gathered information about the trends of usage of family planning practices. The third section was structured for gathering information on type of respondents basing on their economic activities like bodaboda, machinga and other self employed youths. Data were collected using a researcher’s administered questionnaire and interview guide.

3.5.2 Interviews
An interview is a method where a researcher uses a prepared interview guide or checklist to explore more information pertaining to the specific study. It aims at broader sense of gathering data and the researcher documents each and everything provided by the respondents. It can be used during a focus group discussion or during a discussion with a representative person from a company.  Therefore this study used interview method. 

3.5.3 Observation
This is another method which was employed in data collection in the study area. It involved the researcher to take a note of what would be observed on the ground apart from only relying on the respondents’ responses. It helped the researcher to observe the condition and environment situation from where respondents resided. According to Kamuzora, (2007) observation is explained as a way of gathering data by watching behavior or event in their natural setting.
3.5.4 Focus Group Discussion
Focus Group Discussion is a good way to gather people together of similar backgrounds or experiences to discuss a specific topic of interest. A one focus group discussion (FGD) at each wardout of four wards in Shinyanga Municipality was formulated consisting of 6-8 youths.The groups of participants were guided by a researcher who introduced topics for discussion and helped the group to participate in a lively and natural discussion amongst them. The strength of FGD relied on allowing the participants to agree or disagree with each other and thus provided an insight into how a group thought about an issue, about the range of opinion and ideas, and the inconsistencies and variation that existed in a particular community in terms of beliefs and their experiences and practices (Krueger, (1988).

3.6   Data Analysis and Presentation
3.6. 1 Analysis of Questionnaires
Data analysis is a process that implies editing, coding, classification and tabulation of collected data (Kothari, 2004). Analyses of data always use both qualitative and quantitative techniques. Denscombe, (1998) holds that qualitative data can be seen as data described as a record of thoughts, opinions, feelings or words. Cohen et al.,(2000) observed that quantitative data or information is presented in form of numbers, frequencies, percentages or statistics. 

Majority of data collected by the use of structured questionnaire were quantitative in nature. Therefore, before entering data into a computer program for analysis, questionnaires were organized by coding so that they could be taken further for the analysis. Responses for each question in each questionnaire were clearly screened to ensure clarity of responses on each questionnaire. Then data were organized for analysis. With regard to the quantitative data, after coding they were entered into computer program known as Statistical Package for Social Scientists (SPSS Version 16, 2007) for analysis.  An analysis was done by the use of descriptive statistics whereby tables and figures of different variables in frequencies and percentage were generated. 

3.6.2 Analysis of interview data
Basically data obtained from interview were qualitative in nature. Therefore, qualitative data were edited and recorded in a note book as well as stored in electronic form (soft copy). Then this was followed by analyzing qualitative data by the use of content analysis method. Qualitative information from representatives of NGOs was summarized and judgments were made out of these summaries basing on the findings gathered. 

3.7 Data presentation
Results were presented based on each specific objective, and each objective having its own section of data presentation and discussion. Quantitative data were presented in tables and figures. The qualitative data were justified by quotes from different respondents. This involved both quantitative and qualitative data being presented together as a means to harmonize each approach used. The researcher used tables to present results. 

3.8Data Quality and Control
3.8.1 Reliability
The issue of reliability was ensured by the use of different methods and tools during data collection including; questionnaires, interviews and review of secondary data and tools such as FGD, observation and questionnaires. It was also ensured by the use of appropriate sampling techniques including random sampling, purposive sampling and selection of appropriate sample size.

3.8.2 Validity
Validity refers to the degree to which the study accurately reflects or assesses the specific concepts the researcher is attempting to measure (Fidel, 2007). It is the extent to which the study has achieved what it was intended to and attempted objective to improve validity in two ways, diversification of data gathering methods instruments (use of questionnaire schedule to the researcher’s supervisor for critique and advice from the supervisor before making appropriate amendments. Again to ensure validity of data the researcher conducted pre-testing of questionnaire before its administration .During an interview, supplementary questions were probed to enable respondents justify their answers in order to gather more information.

3.9 Ethical consideration
The study retained objectivity, and relevant suggestions were obtained from supervisor on every step of the research process. Respondents were clearly informed about the purpose of the study.  Consent of respondents was obtained prior to interviews and questionnaire administration. Confidentiality on the part of respondents was observed. 
3.10 Summary















4.0 RESULTS AND DISCUSSIONS
4.1. Overview
This chapter is about presentation and explanation of the findings that were directly linked to research objectives cited in chapter one of this study. Findings were discussed in reference to the problem under study and views from respondents were clearly quoted and presented.

4.2 Socio Demographic Characteristics of Respondents
A total sample of one hundred and fifty youths wasused. One hundred forty one respondents were youths from Kambarage, Ngokoro and Masekelo wards. Three community development officers from Shinyanga municipal council, three respondents from AGPAHI and three respondents from AGAPE Aids Control Programme were used as key informants. The demographic analysis was based on age, sex, marital status and education level of respondents. 

4.2.1 Distribution of Respondents by Sex
It was found that 44.5% of females and 51.1% of males were using contraceptives for their family planning (Table 1). The high number of females in using contraceptives suggests that they are more aware of the importance of family planning unlike males. Popkin, R., et al. (2010) argues that most men are not very active in child spacing unlike women. Many women have been taking a lot of responsibility in taking care of their calendars in child spacing. This study depicts this argument in Shinyanga region.








4.2.2. Distribution of Respondents by Age Group
Results on the distribution of respondents based on age group are shown in Table 2.  It was found that respondents with ages of between 26 to 30 years dominated in this study. About 49.7% of youths had knowledge on family planning but they lacked means for using contraceptives as means of family planning. Only 5.2% of the respondents were below 20 years and most of them were married in early ages. They had very low knowledge on family planning. This suggests that education for family planning is not well taught at school due the fact that, apart from married youths in this age group, others are still in schools. Blanc A., et al. (1998) argues that it is very essential for imparting knowledge of family planning from early ages of young people. If this is less done, it will be very difficult to handle issues of child spacing at old age. 









4.2.3. Distribution of Respondents by Marital Status
The majority of respondents were married (60.6%) compared to 39.4% of the respondents who were not married (Table 3). This implied that most of youths who were involved in this study were married and they were at the good position of providing information on family planning in their families.








4.2.4 Distribution of respondents by education level
It was found that most of youths in the study area had secondary school education by 44.6% compared to 21.4% and 33.9% of college education and primary school education (Fig. 1). This implied that education policy on ward schools that is being implemented since 2006 has produced many form four secondary school leavers who have failed to advance to higher education levels. It is this great number of youths which the study focused.

Figure 4.1: Education Level of Respondents
Despite the emphasis on ward schools, there were still many youths (33.9%) who never went to secondary schools. This suggested poor family backgrounds to support them to join secondary schools and as the result they end up in economic activities. 

4.3 Contraceptive Use
4.3.1 Awareness of Couples on Contraceptive Methods, Place and Source
The study pointed out that all wives and 85.3% of husbands were aware of contraception. Well-known contraceptive methods, in which wives responded spontaneously, were the contraceptive pills (76.9.1%) and 3-monthinjection (91.9%). Similarly, these two methods were identified spontaneously by husbands 74.1% and 96.2% respectively. The wife and husband stated that they had heard of female sterilization (75.7% and 80.9%), condom (66.7% and 49.5%) and male sterilization (65.8% and 60.0%) when the interviewers mentioned these methods. In contrast, many couples did not recognize Norplant (96.8% of wife and 94.5% of husband) and emergency oral contraceptive (EOC) pills (86.9% and 85.9%). These findings indicated that couples had a good knowledge on use of contraceptives for family planning. 









4.3.1.1 Sources of Information on Contraceptive Use
The study revealed that many youths got information on the use of contraceptives from health centres. It was about 42.5% of respondents who were attending in health centres to get knowledge on the use of contraceptives such as condoms, injections and tablets. This helped them in birth control and child spacing. Bankole., et al. (2007) identifies the role of local health centres in training the community on family planning. He further argues that it is from health centres that the community will be at the good position of using proper means of family planning such as contraceptives. 

The study further revealed that many respondents did not get knowledge on the use and importance of contraceptives from schools. It was only 24.8% of the respondents who had information on contraceptives as means of family planning from schools. This suggests that the education curriculum has not focused on training people on the use of contraceptives for family planning. The role of parents and families is still minimal when it comes to sharing of knowledge on the use of contraceptives for family planning. It was on 5.9% of respondents who got knowledge from parents and their families. 

The study revealed that many youths got information on the use of contraceptives from health centres. It was about 42.5% of respondents who were attending in health centres to get knowledge on the use of contraceptives such as condoms, injections and tablets. This helped them in birth control and child spacing. Bankole., et al. (2007) identifies the role of local health centres in training the community on family planning. He further argues that it is from health centres that the community will be at the good position of using proper means of family planning such as contraceptives. 

The study further revealed that many respondents did not get knowledge on the use and importance of contraceptives from schools. It was only 24.8% of the respondents who had information on contraceptives as means of family planning from schools. This suggests that the education curriculum has not focused on training people on the use of contraceptives for family planning. The role of parents and families is still minimal when it comes to sharing of knowledge on the use of contraceptives for family planning. It was on 5.9% of respondents who got knowledge from parents and their families.

Table 4.5: Sources of Information on Contraceptive Use
Source of information	Frequency (n=141)	Percent (%)
Parent guidance and community members	9	5.9
Knowledge acquired from school	26	24.8
Religious bodies	16	10.5





4.3.2 Current Contraceptive Use 
The study revealed that a good number of youths were using contraceptives for family planning. It was reported that 50.6% were using condoms and 34.4% were using injectables. Very few respondents (8.5%) were using drugs and fewer respondents (6.5%) were using natural means of family planning. This implied that many youths had knowledge on the functions of contraceptives in family planning. The fact that very few respondents used natural means in family planning indicated the need of educating females on following the menstruation calendar for their partners because the natural means is the safest without health repercussions. 

Figure 4.2: Current use of Contraceptives
Source: researcher, 2017

4.3.2.1 Training on the Use of Contraceptives
The study revealed that most of respondents (62.7%) who visited health centres for training on family planning were instructed on how to use different means of family planning in birth control. This was very contrary to respondents who did not attend at health centres for training. Hatcher, Robert et al. (2002) observes that couples without training on use of contraceptives results into family conflicts and sometimes health problems. If one of the family members or all members do not know the proper use of contraceptives in family planning they will not be at a good position of birth controls. This suggests that the government should mobilize more her citizens to attend trainings that are conducted in health centres especially for the married couples. This will help members of the community to have family planning and bring about socio-economic development. 





Total	      141	100.0
Source: researcher, 2017

4.4 Influence of Demand Generating Factors on Youth Contraceptive Use
4.4.1 Parity
The study revealed that 41% were using condoms for contraception and 28% were using drugs and injections for contraception. This implied that female respondents were using drugs. This was a little turn up in contraception. Therefore female respondents were not more conscious with contraception compared to male respondents. However, the findings reveled that many respondents were not applying natural means of family planning. It was only 11% of respondents who were using natural means of family planning despite the fact that this way is the safest of all other means of family planning. 

Figure 4.3: Contraceptives Preferred by Youths
Source: researcher, 2017
4.4.2 Age
It was reported that many youths (84.4%) who use contraception especially condoms are the ones who are not yet married. After marriage, many youths do not use condoms. It was revealed that married couples encourage their spouses (females) to use drugs and some use natural means (6.5%) for contraception. This implied that decision on using contraception was not determined by age but rather by situation available at the moment when couples or lovers need to meet for sexual intercourse.




















Figure 4.4: Level of Education vs. Contraception
Source: researcher, 2017

4.5Influence of Supply Factors on Youth Contraceptive Use
4.5.1 Time
It was reported by many youths who visited health centres that they used more time for counseling and advice on how they would use contraceptives for family planning and protection from sexually transmitted diseases. Health centres invested more rime in educating youths especially married couples on how to use contraception for child spacing. On the other side for respondents who visited drug shops they spent more little time to purchase contraceptives especially condoms. Thus, getting contraceptives from drug shops attracted more youths than visiting health centres. 
Table 4.8: Time Spent For Getting Contraception Service
Health centres	Drug shops
	Frequency	Percent (%)	Frequency	Percent (%)
Less than 5 minutes	50	42.8	116	83.8
5 minutes - 15 minutes	11	6.9	20	12.6
16 minutes and above	80	50.3	5	3.6
Total	141	100.0	141  	                    100.0
Source: researcher, 2017
4.5.2 Cost
It was reported that many youths had to incur costs in getting access to contraceptives. The study revealed that many were getting contraceptives from drug shops and very few were visiting health centres for access of contraceptives which were provided freely. This suggested that respondents without money could not get access of contraceptives and more preferable contraceptives used by youths were condoms.

The study revealed that many respondents were incurring costs in getting contraceptives for family planning. About 74.1% of respondents were using money to purchase contraceptives such as condoms, cervical caps, hormonal methods such as pills, intrauterine devices (IUD) and sterilization. The most common way that was used by many respondents was condoms. Sometimes condoms were freely provided in health centres but due to shyness of many to collect these condoms from health centres, many opted for purchasing of these contraceptives. As the result many were incurring costs unlike 35.9% of respondents who were getting the m free from health centres. 

Table 4.9: Cost in Getting Contraceptives for Family Planning







This suggests that the government and other private stakeholders in family planning need to invest more on providing education on the necessity of use of contraceptives for family planning among members of the community. A culture of visiting health centres needs to be implanted among community members to get familiar to use of contraceptives.

4.5.3 Distance








Figure 4.5: Areas for Getting Contraceptives
Source: researcher, 2017

4.6 Influence of Demand Factors on Youths Contraceptive Use
4.6.1 Desireto Limit
The study revealed that most of women of age class 35-39 in Shinyanga had a tendency of bearing as many children as possible (41.4%). For them, a lot of children implied great blessing. This was a different case for women of age class 20-24 who had few number of children (10.1%). This implied that the more age one has the more number of children to bear.






4.6.2 Desire to Space
The findings revealed that child spacing was a basic attribute for most respondents in Shinyanga urban district. Many respondents were waiting up to 2 – 3 years before between pregnancies to reduce infant and child mortality.  However, there was a lot of inconsistency in child spacing from one family to another and sometimes in the same family. Findings reported that 47.1% of all current married couples had inconsistency in child spacing whereby 2 – 5 years of pregnancy was reported. This finding matched with the interview findings where one midwife from Kambarage health centre remarked:
“Most of women have had child spacing inconsistency due to poor attendance in clinics. Some have even spaced their children by one year and others by five years”

Figure 4.7: Child Spacing Intervals 

4.6.3 Unmet Needs
Unmet need for family planning refers to percentage of women of reproductive age, either married or in a union, who have an unmet need for family planning. Women with unmet need are those who want to stop or delay childbearing but are not using any method of contraception.

4.6.3.1 Unmet Need for Specific Contraceptives
Findings in figure 10 reveal that, unmet need for injections was highest (41.4%) followed by condoms (30.4%), drugs (2.1%) and natural means was lowest (7.1%). 
Such findings showed that most of women used contraception in delays of stopping childbearing.

Figure 4.8: Unmet Needs vs. Contraception
Source: researcher, 2017
4.7 Influence of Demand Crystallizing Factors
4.7.1 Peer Interactions
Findings revealed that (61%) of unmarried youths were interacting on the use of contraception for protection from sexually transmitted diseases and only 41.9% used condoms for protection. Further findings revealed that 53.2% of married couples were interacting on how to use contraception ro family planning and 25.7% out of 53.2% used drugs and injectables for child spacing. It was only 7.1% of married couples who used natural family planning means. Most unmarried couples used condoms for contraception and their aims were to avoid sexual transmitted diseases as well as unplanned pregnancies.






It was reported by respondents that many married couples plan for their family planning and the means to use in child spacing. Openness prevailed among families in family planning. The role of the government through health centres was seen in assisting married couples for family planning. Married couples were invited for seminars and attendance in clinics where knowledge on family planning was shared. One of the nurses at Kambarage hospital remarked:




Figure 4.10: Spousal Interaction vs contraception
Source: researcher, 2017

Findings revealed that most married women (70.4%) visited health centres to get knowledge on family planning without their husbands and only 26.4% visited health centres as couples. This implied that many husbands did not turn up in health centres for getting knowledge of family planning.

4.7.3 Parental Interactions
The study revealed that most parents (65.6%) did not support the use of contraceptives for family planning but rather advised for natural means of family planning. It was only 34.4% of parents who supported the use of contraceptives for family planning. This suggests for more intervention of the role of NGOs and the government in showing the importance of contraceptives for family planning.
Table 4.10: Parents’ Contribution on Contraceptive Use by Youths






The role of parents in family planning was reported to be minimal. The study reported that many parents did not have time to educate their children especially youths on use of contraceptives, they rather emphasized on abstainance on sexual intercourse until when they would get married. Many youths were involved in sexual habits even before marriage. Lack of guidance from parents on the use of contraception would enable youths to take care of their health and avoid unplanned pregnancies and other sexual transmitted diseases. One respondent remarked in one FGD that:




Providers were first asked about the family planning guidelines and in response to this question, many were not certain as to whether family planning guidelines were in place or not. A few providers, who believed that family planning guidelines were in existence, did not know what the guidelines said on use of contraceptives by youth between the ages 15-20 years:
“I don’t think there are guidelines in place. All I know is that if you deny someone a method; he/she will take away the money to somewhere else where he will be given what he wants”. Drug shop 2
“No. There are no guidelines. But I think the guidelines are there because they always teach us that before we dispense any method, we first interview the client to assess eligibility”. 

GPAHI 3
“……..they always tell us that if a young girl like of 15 years starts say, injectables and uses it for long like till she completes university, they say it might affect her hormones and she fails to produce. So, there we say it will cost her future if she fails to get children”. Midwife 1 at Kambarage Dispensary

Providers were further asked whether there were contraceptive methods prohibited from youths by the guidelines. Almost all providers interviewed were not sure as to whether there were methods prohibited from or allowed to be used to the youths. On the other hand, one midwife mentioned a Norplant, male and female sterilization as methods not permitted for youths:
”I am not sure about that, but what I know is that a provider cannot refer a youth who has never delivered for tubaligation or vasectomy”. 

AGAPE 1 
“For a Norplant, we are not supposed to give them to youths who have not yet given birth or those still in school because it’s a long term method for five years and it might affect their hormones. And then according to the guidelines for male and female sterilization, they are not meant for youth who haven’t had children”. Midwife 2 at Kambarage Dispensary

Further discussions on the availability of contraceptive services showed that providers were faced with frequent stock outs of contraceptives. By the time of this research, Community Based Organisations (CBOs) and government healthcare providers reported a stock out of Depo-Provera that had lasted for three months (April, May and June). The government health care providers further reported that the contraceptives delivered to them by the Medical Stores Department (MSD) were few and yet they had to share with the Community Based Organisations. On the other hand, Drug shop operators mentioned that they stocked every time stock was finished: 
“……. right now we are in a crisis since April we don’t have Depo. Although pills and condoms are available, our Depo clients are affected. They don’t accept to change and use the available methods and anyway it’s their right to decide. As a CBD am challenged as all my clients who were supposed receive Depo in April, May and June have not. I am worried if they are not careful they may become pregnant”. AGAPE 2 

4.8 Contraceptive Use Behaviors and Practices among Respondents
Findings on contraceptive use behaviors and practices showed that there was a lot of inconsistent use and early discontinuation of contraceptive methods among youths who reported using modern contraceptives. 47.3% of all current users of contraceptives reported having used contraceptives for less than six months and only 18.2% had used any method consistently for 2 years and above. This finding matched with the FGD findings were one respondent remarked:




Furthermore, findings on condom use behaviors and practices also revealed improper and inconsistent use of condoms among youths. Only 10% of condom users reported using condoms correctly and consistently (used condoms every time and round of sex) while 13% used condoms once in a while. 71.3% of condom users reported either having used condoms only during the first three months of their relationships; or every time they had sex but not every round of sex; or every round of sex but not every time they had sex. Discussions with condom users during the focus group discussions also revealed improper and inconsistent use of condoms for family planning. One participant remarked: 
“My penis is small and the condom cannot fit. I use a rubber band to tie it in order to be able to use it.” Male participant, FGD 2.

“I know my wife can easily conceive immediately after her menstruation, that’s when I use condoms. I only use condoms during these first four days following her menstruation”. Male participant, FGD 3


4.8.2 Oral Contraceptive Use
Oral contraceptive pill users reported a lot of omissions and discontinuation of pills. Fifty nine percent of pill users reported swallowing a pill everyday while 29% swallowed prior to sexual intercourse and 12% either left out the brown pills or swallowed contraceptive pill once in a while. One FGD participant reported using emergency contraception as her regular contraceptive method. She remarked: 
“Whenever I have sex, I rush to a drug shop there at the trading center and buy emergency contraceptive pills. They have protected me for over two years now and every time I swallow them, I am safe”. Female participant, FGD 3 

4.9 Behavior of Contraceptive Providers towards Their Clients
It was observed that most service providers in case of contraceptives are friendly, cooperative, trustworthy and confidential with information given from users of contraceptives. It was reported that about 96.7% of health centres personnel give a positive cooperation to the community members in educating them on the use of contraceptives. Clients feel more comfortable if providers respect their privacy during counseling sessions, examinations, and procedures. Particularly those who obtain services in secret report higher satisfaction with providers who keep their needs and personal information confidential. 

Figure 4.11: Attitude of contraceptive providers to members of the community
Source: researcher, 2017

4.10 Respondents Suggestions on Improvement of Family Planning Training Among Youths in Communities
The study revealed that many youths had sees the remarkable importance of contraceptives as one way for practicing family planning. About 74.0% of youth in Kambarage, Masekelo and Ngokoro ward suggested that the government would provide and improve the system of providing education on how to use contraceptives. They further suggested that such trainings would go as far as at the family levels and not strictly adhering to health centres. This view is also shared by Adewole R.F., et al. (2002) when he emphasises on the notion that the stakeholders in family planning should be able to face people from their localities so that they can understand even the problems that sometimes may not appear at health centres. 

Therefore, the government should focus more on educating members of the society on the use and importance of contraceptives as the means of family planning. Other mechanisms such as on job training for workers (13.0%), strengthening of health centres (11.1%) and strengthening partnership of government with private sectors can be improvised after provision of education to the society on the importance and use of contraceptives. 

Table 4.11: Suggestion to the Government on Use of Contraceptives
Views of respondents	Frequency (n=141)	Percent (%)
Provide education to users	114	74.0
Strengthen health centres in community area	4	11.1
Strengthen partnership with government and private sectors	3	1.9
On job training for family planning	20	13.0
Total	141	100.0
4.12 Summary








5.0 CONCLUSIONS AND RECOMMENDATIONS
5.1 Overview
This chapter presents a summary of the major findings of the study followed by conclusion, recommendations and suggestions for further studies. The overall aim of the study was to assess the factors correlated with contraceptive use among youths in Shinyanga urban district. 

5.2 Conclusion
This study has been useful in identifying some of the factors which hinder some women in stable marital relations not to use contraceptive methods. Socio-demographic factors correlated with contraceptive use among youths like education level, age, and cost associated with access to contraceptives as well as peer interaction. Moreover, socio-cultural factors like religious beliefs and husband/ partner support were crucial in influencing the use of contraceptive methods. However, there was also a large portion of those who were not using contraceptive methods due to influence of religion and their parents.

The study revealed that demand factors like age, parity and education were associated with contraceptive use among youths in Shinyanga urban district. The level of education influence youths on the type of contraception they had to use for either family planning of protection against sexually transmitted diseases. Hence, demand factors were a primary determinant of contraception. Many youths did not get access to contraceptives by free of charge. They had to incur costs in purchasing contraceptives. Their access to public health centres where contraceptives like condoms were provided free was not supported. This implied that many youths were getting contraceptives from drug shops under pay.

There was an influence of demand crystallizing factors that determined selection of specific contraceptives for youths especially married couples. This was reflected in spousal interactions where many youths under this category had discussed on the type of contraception to use for family planning and avoid unplanned pregnancies. On the other side, parental interaction was very minimal to youths. Many parents did not share knowledge with their youths on contraception for moral purposes. Finally, contraception among youths was influenced bysupply factors such as time, costs and location or areas of residence for youths. Since there was a distance in accessing public health centres, most youths accessed contraceptives from drug shops.

Therefore, to improve contraceptive uptake among young people; availability of contraceptive choices should not be compromised; providers should be trained in how to serve young people; and dispensing contraceptives should be accompanied by adequate information.

5.3 Recommendations
On the basis of the findings of this study, the following recommendations can be made: 
i.	The government at the local levels should make efforts in education community members on the importance and use of contraceptives for family planning. 
ii.	The family planning programme should focus more on training youths especially from secondary schools to equip them with full knowledge on the advantages and disadvantages of contraception in family planning and prevention of unplanned pregnancies as well as sexually transmitted diseases.
iii.	Youths should be able to visit health centres for advise before using any contraception either for family planning of use for preventing diseases.

Since this study did not involve rural areas, further studies are needed to determine the extent of use of contraceptive methods among youths and associated factors.

5.4 Area for Further Study
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APPENDIX I: A QUESTIONNAIRE FOR YOUTHS
ASSESSMENT OF FACTORS CORRELATED WITH CONTRACEPTIVE USE AMONG YOUTHS: A CASE OF SHINYANGA URBAN DISTRICT

SECTION A: QUESTIONNAIRE IDENTIFICATION








SECTION C: ASSESSMENT OF DEMAND FACTORS ASSOCIATED WITH CONTRACEPTIVE USE 
1.	How do you get knowledge on the use of contraceptives as the means of family planning? 
a)	Parent guidance and community around
b)	Knowledge acquired from school
c)	Religious bodies
d)	Fellow youths and social media
e)	Health centres
1.	Are you taught on the use of contraceptives for family planning in schools? 
a)	Yes
a)	No 




If yes, what are these costs? 
…………………………………………………………………………………….
















1.	What method of family planning do you prefer? 
a)	Natural family planning
a)	Use of contraceptives
a)	Both of the above
Give explanation why you choose to use any method above.
………………………………………………………………………….




a)	General changes in menstruation circle for ladies
a)	Missed periods
a)	No any biological changes
1.	How has the use of contraceptives affected you and your family? 
…………………………………………………………………………………..
…………………………………………………………………………………..
1.	What is the influence of your religions in the use of contraceptives? 
……………………………………………………………………………………









a)	No role played by the government 
If the answer is yes above, show these efforts made by the government.





1.	How do you think community based family planning services can be improved to better serve youths? 

SECTION D: EFFECTS OF CONTRACEPTIVE SUPPLY TO YOUTH CONTRACEPTIVE 
1.	What do you think is needed to increase access to contraceptive/family planning services among youths? 
2.	Are there particular situations when contraceptives are considered inappropriate for youths use? 
3.	Do contraceptive providers understand youths’ concerns on sexuality and sexual relationships? 




5.	What is the level of contraceptive providers’ attitude and action?
a)	Contraceptive providers are friendly
a)	Contraceptive providers are trustworthy and ensure privacy
a)	Contraceptive providers ask unnecessary questions without telling why?
a)	Contraceptive providers are judgmental at youths seeking contraceptives





APPENDIX II: FOCUS GROUP DISCUSSION QUESTION GUIDE FOR YOUTHS
ASSESSMENT OF FACTORS CORRELATED WITH CONTRACEPTIVE USE AMONG YOUTHS: A CASE OF SHINYANGA URBAN DISTRICT
FGD IDENTIFICATION
Date of discussion……….………………FGD guide number………………
Number of youths……………………………………………………………….
Location………………………………………………………………………
1.	Do you get any negative/positive effects on use of contraceptive? 
1.	Do you share knowledge on contraceptives among yourselves? 
1.	What is the response of youths on use of contraceptives? 
1.	Do you discuss issues contraceptives use with your partners? 
1.	What influence do you get from your fellow youths in the use of contraceptive? 
1.	Are there youths who do not use contraceptives?
1.	What is the influence of your families in the use of contraceptives? 







APPENDIX III: INTERVIEW GUIDE QUESTIONS FOR NGO LEADERS AND SHINYANGA URBAN DISTICT LEADERS
ASSESSMENT OF FACTORS CORRELATED WITH CONTRACEPTIVE USE AMONG YOUTHS: A CASE OF SHINYANGA URBAN DISTRICT
QUESTIONNAIRE IDENTIFICATION




1.	Does the level of education among youths determine the use of contraceptives in family planning? 
1.	Is there any program for youths that is facilitated by your office on family planning? 
1.	Do you visit youths in their resident areas for provision of contraceptives?
1.	Which type of youths do you give priority in providing contraceptives? 
1.	Which family planning methods do you teach most to youths and why? 
1.	Do your health centres give training on the use of contraceptives for family planning? 
1.	What is the role of community members in youths’ contraception?
1.	What is the impact of contraceptives to birth control in the communities in Shinyanga urban district?
1.	Which challenges do you face in educating youths on use of contraceptives? 
1.	How do you address the above challenges? If any.












